Definite phrenic paralysis on the right side has been confirmed by X-ray examination. A high cervical extramedullary tumour was diagnosed [by C. P. S.] . The question of how this phrenic paralysis has been caused is a difficult one. It may be a tumiour at the level of C4 and 5, pressing on the anterior-horn cells, or it may be a tumour higher up affecting the vascular supply to these cells. One of us (C. P. S.] has seen a case like this which turned out to be extramedullary, but there are many features in favour of this being a case of syringomyelia. Against this, however, are the increased tendon-jerks in the right arm, and the rapid onset of the symptoms.
Dr. MACDONALD CRITCHLEY said that one of the difficulties in connexion with high cervical tumours was to explain the occurrence of focal signs referable to segments below the lesion. Most striking of these was wasting of the small muscles of the hand, and it was difficult to explain why such wasting should occur. Some had favoured the view that it was due to an involvement of the arterial supply of segmnents of the cord lower down, by an extramedullary tumour high in the cervical region. He (the speaker) did not think that was the correct explanation here, because in this patient the wasting of the smnall muscles of the hand was unilateral, and since the arterial supply of the grey matter was derived from the azygos anterior spinal artery, wasting should be symmetrical, were it due to vascular occlusion at a higher level.
There was one indication which either confirmed this hypothesis or contradicted it, namely, whether the small muscles of the thumb were intact. If wasting of the small m-iuscles of the hand was due to arterial occlusion higher up, the thumb muscles should escape, as the dorsolateral group of anterior horn cells were supplied by branches fromll the circumferential arteries at that particular segment of the cord. In summer 1928, she began to suffer from generalized headache, which was at first constantly present, though subject to exacerbations noticed after lunch or tea.
Early in 1929, she consulted an ophthalmologist, with the idea that eyestrain might be responsible for her pain. Glasses were prescribed, but no relief followed.
Vision was first noticed to be failing in the summer of 1929, and from the patient's account of this early failure, it is evident that it affected the right temporal field, probably chiefly in its lower quadrant. In July 1929, after the sight had begun to deteriorate, and for that reason, she underwent the first of a number of nasal operations. These included the removal of a polyp, the removal of the septum, various applications the nature of which is uncertain, and an operation " for draining the sinuses and clearing the antrum." The last operation was performed in February 1930. In spite of these measures, the vision of the right eye became progressively poorer, until, in October 1930, she realized that she was totally blind in that eye.
The sight of the left eye was first noticed to be failing only about Christmas 1930: again, from the patient's account, the first failure was evidently in the temporal field of that side. It has progressed very slowly up to the present time, until now she can only see to the nasal side. What vision remains is quite good, enabling her to find her way about without difficulty and even to read for a few minutes at a time. She states that " as the sight faded, so did the headache": for the last eighteen months she has had very little headache, and for the last two or three months, virtually none. Before the pain disappeared, it had acquired a definite character, being an incessant dull ache over the right eye, sometimes in the right lower jaw and occasionally behind the right ear.
The katamenia were regular until four years ago; for the last year no loss has occurred, and in the intervening time it was irregular. For the last two years the patient has been much troubled with " hot flushings."
On admission to the National Hospital (October 29, 1935) there was found to be no perception of light in the right eye, while the left visual field showed a complete temporal hemianopia, coming up to the fixation-point. The visual acuity of that side was -q. There was advanced primary optic atrophy on the right, and the left disc was also unduly pale. The skin was uniformly smooth, pale and fine, while hair was absent from the axille and limbs, and sparse on the pubis. The hair of her scalp was plentiful, but fine and silky; she stated that this had always been so. There was a tender spot on the right side of the forehead, just above the inner end of the right brow. She was neither unduly fat nor thin, and her blood-pressure was 158/100. The blood Wassermann reaction was negative.
Skiagrams of the skull showed a spherical calcified suprasellar mass, with a normal sella turcica. In the antero-posterior view, the mass was seen to be a mid-line structure, but to project more to the right than to the left. The deposition of calcium was chiefly peripheral, and there was some suggestion of lamination. On November 7, thorotrast was injected by Mr. Geoffrey Jefferson into each internal carotid, and subsequent arteriograms revealed a small collection of thorotrast projecting into the base of the calcified mass from the left internal carotid. These findings made the aneurysmal nature of the mass almost certain, and further surgical intervention was considered inadvisable.
Di8cussion.-Dr. J. BRANDER said that, to him, the appearances in the skiagrams were compatible with those of a large cystic tumour, with a thick capsule, the vessels, shown up by the thorotrast, being displaced by such a tumour. He asked whether other skiagrams showed blood entering the cystic swelling.
A point which was significant in connexion with an -endocrine origin of the signs referred to was the condition of the fingers. The tips of this patient's fingers were characteristic of anterior pituitary deficiency, and the absence of secondary sex characters was probably also due to pituitary deficiency.
Dr. MACDONALD CRITCHLEY asked whether Dr. Brinton considered that the changes in the skin and in the hair distribution were to be associated with an endocrine disturbance. It must be unusual to get changes like this series from a calcified aneurysm in the internal carotid.
The PRESIDENT asked whether the sugar tolerance had been tested.
Dr. BRINTON (in reply) said that the mainly peripheral distribution of the calcium which outlined the tumpur was to him much more suggestive of aneurysm than of a cystic tumour, in which he would have expected a greater predominance of calcium centrally. There were no skiagrams showing more definitely blood entering this mass, but 'he could not agree with Dr. Brander's suggestion that displacement was alone responsible for the appearances in the skiagrams shown, as by far the greater bulk of the mass was on the right side whereas the suspicious thorotrast shadow was only on the left. He thought that the lack of filling of the tumour might easily be explained by the assumption that it had become solid with laminated clot.
So far as the signs of endocrine disturbance were concerned, these might as well be due to secondary pituitary upset from the tumour as to a primary pituitary neoplasm. In any case the patient was certain that her present hair distribution had been the same during all her adult life. The sugar-tolerance had not yet been tested.
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